. When it comes to the subject of voice and RLN resection and/or anastomosis, any article from Dr. Miyauchi's group becomes a must read for all thyroid surgeons and it was the same again. The authors have shown that recovery of voice following resection and immediate reconstruction of RLN was not associated with gender, age, preoperative VCP, surgical method of reconstruction, or experience of the surgeon. At our institute we often operate on locally advanced thyroid carcinoma patients [2] . Some of these patients have gross invasion of RLN, which many times have to be resected in order to avoid leaving gross disease. We do not follow a policy of routine anastomosis, especially when a segment of nerve is resected. We have observed that the voice is generally well compensated in few weeks. Although we have not done a formal study on this subject, more often than not, patient's subjective assessment of their own voice does not seem to differ in group of patients who had undergone anastomosis compared to those who have not had anastomosis following RLN resections. It brings us to the question that what was the correlation of the findings of maximum phonation time (MPT) and mean airflow rate (MFR) with the patient's own assessment of quality of voice? Another query that we would like to make is that whether some or all of these patients underwent any voice therapy after nerve anastomosis?
Voice is not just the function of RLN integrity, a host of other factors may also affect it [3] [4] [5] , division of strap muscles, status of the external branch of superior laryngeal nerve being some of those which are important in case of thyroidectomy. And, this is why we felt that it would have been better if the control group could have been selected from the patients operated by the authors' group who had been subjected to a uniform technique of thyroidectomy rather than those operated by other surgeons.
